A case is presented of basilar artery aneurysm, to which endovascular treatment was applied, employing the mechanical detachable system (MDS) of tungsten spirals. The aim of the study was to demonstrate spiral disappearance in embolised aneurysm without recanalisation, following a long-term follow-up periodup to 42 months. During the years 1994 to 1999, about 100 intracranial aneurysms and carotidcavernous fistulas were embolised by the use of MDS spirals. 1n one case, spiral disappearance was noted, that event not, however, affecting the patient's state in any way and confirmed by clinical and radiological evaluations.
Introduction
At our Department of Neurosurgery, intracranial aneurysms in surgically difficult locations, i.e., in the sub clinoid part of the internal carotid artery (ICA) and in the vertebrobasilar region (VBA), generally qualify for endovascular treatment.
Since 1994, over 100 cases of aneurysm and two cases of carotid-cavernous fistulas (CCF) have been embolised. Initially, free, and then the detachable BALT (Montmorency, France) mechanical detachable system (MDS) of tung-sten spirals were used for embolisation, the selection being justified by a high mechanical resistance of the spirals, as well as by their radiopacity and thrombogenicity, also important were their high stability, non-toxicity, non-solubility in water!.
The effectiveness of aneurysm embolisation with the use of MDS was assessed immediately after surgery by angiography. Cranial threeprojection X-rays were performed during the follow-up period. In one case, symptoms of reduced radiopacity of the spirals were noted, suggesting a physical disappearance of the spirals due to 'corrosion'. Despite the observed spiral disappearance, neither angiography nor angio-MRI revealed any recanalisation of the aneurysm. Wiell and Reul's report 3.4 about tungsten spirals 'corrosion', followed by aneurysm re canalisation, made us verify the aneurysm embolisation.
A 58-year woman, a pharmacist, was admitted for subarachnoid haemorrhage (SAH). On admission, her general condition was evaluated as rather severe, with manifestations of confusion, drowsiness, and orientation disorders -GCS 9; she was, however, conscious and in verbal contact. The following meningeal signs were observed: full nuchal rigidity, Ill, IV, and VI left nerve paresis. Clinical condition -degree IV on the Hunt-Hess scale. CT scan re- vealed cerebral oedema with an intensive SAH, particularly in the basilar cistern and around the cerebral trunk. On December 18, 1995, under general anaesthesia and following an earlier injection of 20 mg of Clexane, subcutaneously for 24 h, together with a continuous infusion of Heparin, 5000 i.u. solution in 0.9% NaCI in rate of 500 mllh, cerebral angiography was performed, revealing a basilar artery tip aneurysm (size: 6 x 5 mm) with a wide neck (figure 1). The endovascular procedure was then applied, using a BALT set of catheters and micro catheters, totally embolising the aneurysm with tungsten spirals N 5 x 150 and N 3 x 80 (total length of the spirals -230 mm). Immediately after the operation, angiography visualised total aneurysm embolisation with preservation of surrounding arteries with normal radiopacity. However, on radiograms done on August 29, 1999, the spirals were no longer visible at the site of the embolised aneurysm ( figure 3) .
The patient was then hospitalised from September 26 to September 29, 1999. Angiography, performed on September 26, 1999, revealed only a dilatation of the basilar artery bifurcation, without, however, the aneurysm sac or any trace of the spirals in the embolised aneurysm ( figure 4) . Neither did angio-MRI reveal the aneurysm or any bulge at the site of basilar artery bifurcation ( figure 5) . The patient was discharged in general good condition, without paresis and with good memory; -GOS -1. The disappearance of the spirals in the aneurysm sac was detected 42 months after embolisation.
The described event differs in character from that reported by Cognard 2,  where recanalisation was found at the site of spiral 'corrosion'. In our case, there was no aneurysm recanalisation only aneurysm sac interior formation. Also found was spiral disappearance (spiral 'corrosion'), cicatrisation and contraction of the embolised aneurysm sac.
Changes on the surface of the platinum coil in the GDC system were described by Murayama 5. It may be assumed that a complete embolisation of the aneurysm sac is an important procedure, minimising the risks of aneurysm recanalisation and protecting the surface of the spirals against any other bioactive changes; it is important to isolate the spiral surface from the chemically aggressive blood environment.
Summing up, it seems important to create a substance which, after insertion into the aneurysm sac, would result in its complete closure and mass effect reduction; especially the latter would be of great importance in cases of giant aneurysms in the region of the sensitive structures of the posterior cranial fossa.
